Very little data exist about blood pressure levels in Indians although it is generally believed that they are lower than among Western peoples. There also seems to be an impression that hypertension is rarer among poor Eastern populations. This study was carried out on 1,132 persons of poor economic status and 224 persons of good social class in Delhi. The results showed some striking differences between the two groups and from Western figures. Factors influencing the blood pressure levels, such as age and body weight, were also evaluated.
DURING the course of an investigation into the incidence of hypertension and atherosclerosis, dietary fat intake, and blood cholesterol levels in Delhi State,1 the blood pressures of a large number of persons of both urban and rural groups, totaling 1, 132 , were recorded. From these data it was possible to determine the range of normal blood pressures in Indians in Delhi in these social groups and to assess the incidence of hypertension in them. There have been very few studies on the blood pressure range in normal Indians in the past; the only previous large-scale study was that of Dubey.2 These data obtained in Delhi might fill a gap in our knowledge of blood pressure ranges in India.
The definition of hypertension as given by the New York Heart Association 3 was accepted although it was realized that the levels of 140 mm. systolic and 90 mm. diastolic as normal were arbitrary and that wide variations from these figures were found in presumably normal subjects.4 A diagnosis of hypertension for purposes of calculating the incidence was made only after careful assessment of the blood pressure figures and other cardiovascular data such as the electrocardiogram, x-rays of the chest, and urinalysis.
MATERIAL AND METHODS
Two types of population were studied: B. An industrial group composed of 4841 men from a large mill in Delhi.
High-Socioeconomic Groups
A. Men. Men from various occupational groups of high-socioeconomic status were selected, the total number being 200. There were 53 doctors, 23 business executives, 29 engineers, 22 Sikhs (a religious sect which was chosen for the survey because of a reported high consumption of fat), 15 hockey players, 3 army officers, 1 lawyer, 39 governminent officials, and 15 medical students.
B. Women. There was only 1 group of women in the high-economic class: 24 women medical students of the Lady Hardinge Medical College.
All these persons were subjected to a routine history and complete physical examination including electrocardiography, as stated in our previous paper.' The blood pressures were taken according to the reconnnendations of the Committees of the American Heart Association and Cardiac Society of Great Britain and Ireland5 under as basal conditions as possible. All the readings were recorded in the sitting position.
RESULTS
The results were grouped under the following 3 heads: 1. Rural and Industrial Groups (Low-Socioecovomic Status) In the case of the rural and industrial workers it was possible, owing to the large number of cases, to study the variations in blood pressures in relation to age and body weight. These findings have been summarized in tables 1 to 6 and figures 1, 2, and 3. 2. High Socioeconomic Groups A. Men. The blood pressures in the 200 individuals in this group were also analyzedl with regard Lo age and l)ody weight, although Fig. 1 ). In both groups the lowest systolic and diastolic blood pressures were recorded in the second and the highest in the fifth decade. There was no consistent rise in blood pressure with age except between the second and third decades, a feature noted incidentally in all the groups studied. The rise with age did not appear significant, being not more than 6 mm. Hg in systolic and 9 mm. Hg in diastolic blood pressures over 4 decades, Variation with Body Weight (Tables 2 and  6 and Fig. 3 ). There was a steady rise of blood pressure both systolic and diastolic with body weight in both groups, the highest and lowest blood pressures being recorded with the highest and lowest body weights respectively. The maximum rise in blood pressures with body weight was 13 min. Hg.
B. Rural Women. The body weight of this group ranged from 66 to 176 pounds, the average weight per inch of height being 1.7 pounds. The standard figures for Western women of the same frame are given as 1.9 to 2.1 pounds. There were 29 women (5.5 per ceit) who were overweight for their heights.
Variation with Age (Table 3 and Fig. 2 ). There was a consistent rise of systolic blood pressure with age, being 14 mm. higher in the seventh (123 mm.) than in the second (109 mm.) decade; this rise was probably significanlt. Over the same period the rise in diastolic blood pressure was 5 mm. Hg. There was a sharp rise of systolic blood pressure between the second and third and between the fifth and sixth decades.
Variation with Body Weight (Table 4 and Fig. 3 ). As in the case of the men, the rise of blood pressure with body weight was a steady one, the highest and lowest pressures being recorded with the highest and lowest body weights. The maximum rise was 10 mi. Hg.
Incidence of Hypertension. Tables 3 and 7 show Variations in blood pressure with body creased with the decades, being hitglhest iii the seventh. Among both men and women there were only 2 out of 1,132 with true hypertension (1 man and 1 woman in the rural group and none in the industrial (rlotpl)) givinig ain incidence of 0.17 per deent. figures 1 and 2 showed that in every decade the systolic blood pressure was higher in the high-socioeconomic group than in the low. The difference between the systolic recordings in each decade in the 2 groups varied from 1 to 25 mm. Hg, and was highest in the seventh decade. The diastolic blood pressure was also higher in the high-socioeconomic groups, although the difference did not exceed 10 mm. except in the seventh decade. The blood pressures in the high-socioeconomic groups were significantly higher, both for diastolic and systolic readings, in each decade than those.in the rural and industrial groups. Variation with Age (Fig. 1 ). The rise with age was a little more marked in the high-socioeconomic group with regard to both systolic and diastolic blood pressures. Whereas in the rural and industrial groups the maximum fluctuation in systolic blood pressure was a to 6 mm. and that in diastolic 5 to 8 mm., in the high-socioeconomic group it was 19 mm. Hg systolic and 13 mm. Hg diastolic.
The rise in systolic blood pressure per decade among the rural men was 1.5 mm. and among the industrial workers 1.6 mm., whereas among the high-income groups it was 3.6 mm. The rise in diastolic blood pressure was 3 mm. for the rural men, 1.6 mm. for the industrial workers, and 2.6 mm. in the highsocioeconomic groups. The systolic rise with age would therefore appear to be more marked in the high-socioeconomic groups.
Variation with Body Weight (Tables 2, 4 , 6 and 8, and Fig. 3 ). The body weight was much higher in the high-socioeconomic group than in the low at every age. Further, there was a steady weight gain with age in the case of the upper classes that was almost absent among the rural and industrial workers. There was a definite fall in weight among both rural men and women after the fifth decade ( fig. 4) . In all 3 groups the highest blood pressures, both systolic and diastolic, were obtained in those with the highest body weights.
The average increase of blood pressure per pound of body weight was 0.2 to 0.3 mm. for systolic, and 0.2 mm. for diastolic, for all 3 groups, which in itself seemed to suggest that the effect of body weight on blood pressure was a constant one.
A comparison was made between individuals of the high-income groups matched for age and height with those in the rural group. The reason for choosing the rural group was that a large number of individuals were available for accurate matching. A glance at table 9 shows that for the same age and height doctors, engineers, businessmen, and Sikhs have higher body weights (13 to 27 pounds higher) and also higher blood pressures, both systolic and diastolic, than does the rural population. In the case of females, the medical students were compared to the rural women, but here both the body weight and the blood pressures were higher in the rural group. Although the difference in body weight was not considerable (only 2 pounds), there was an 8-mm. difference in the systolic and a 3-mm. difference in the diastolic pressures.
Individuals from the high-socioeconomic groups were also matched for age and weight with those from the low-income groups. There were only 13 persons who could be so matched. Their average age was 29.1 years and average body weight 121.3 pounds. The average blood pressures in the high-income group was 116.1/ Table 7 shows that the number of these cases was higher for every decade except the sixth among the high-income groups.
Incidence of Hypertension. The incidence of hypertension was also higher in the highincome groups, being 2.5 per cent against 0.17 per cent among the low-socioeconomic groups. As stated before, the number of persons in the former group was considerably smaller. Indian high-socioeconomic group; this difference perhaps was due to the small number of cases in the present series as compared to Master's.
DISCUSSION
In the case of the low-socioeconomic groups the systolic blood pressures were higher for every decade in Master 's series when compared to either the rural or industrial group. The diastolic blood pressures did not, however, appear to be different until the age of 50, when the levels in Master's series were definitely higher. A significant rise was also noted both in systolic and diastolic pressures with body weight in the 2 low-socioeconomic and in the high-socioeconomic groups. The number of individuals in the high-socioeconomic group was one sixth that of the low-socioeconomic groups, a fact which must be taken into account when the rise with body weight is calculated. As stated earlier, the average body weight of the rural and industrial groups was below the optimum, and there were very few individuals who could be considered overweight. In the case of the high-socioeconomic group the body weights of the majority were much higher and fell within the normal range accepted in Western countries.
The fact that when matched for age and height the blood pressures and body weights of persons of the high-socioeconomic groups tended to be higher than those of the lowsocioeconomic groups (table 9) also supports this view. Further, when matched for age, weight, and height, the blood pressures in the high-socioeconomic groups were not higher than in the low-socioeconomic groups. This would suggest that body weight was probably the only reason for the significant differences observed in the blood pressures between the 2 groups.
Body weight implies dietary intake, physical activity, and energy expenditure generally. We have not attempted in this study to sort out these various factors. Further, although it is well known that blood pressure is dependent on arm girth, it is not considered of overall importance in the rise of blood pressure with age.10 The arm girths were not measured in this study.
SUMMARY AND CONCLUSIONS
The blood pressures of 1,132 individuals of low-and 224 individuals of high-income groups were studied. The variation of blood pressure with age and body weight was determined.
In the case of the low-income groups there was practically no rise in systolic and dia..-tolic blood pressures with age, except a coiistant small rise among women, but there was a marked rise in both systolic and diastolic blood pressures with increase in body weight.
In the high-socioeconomic groups the body weight and blood pressures, systolic and diastolic, were higher in every decade than in the low-income groups. There was a consistent rise in blood pressures with both age and body weight.
There was a steady weight gain with age among the upper classes that was strikingly absent among the rural and industrial groups.
When compared to Westerln figures the low-income groups in every decade had lower systolic pressures; the diastolic pressures however, were lower only after the age of 40. The high-income groups had slightly higher systolic pressures up to age 30, after which the American figures were higher. The diastolic readings were higher throughout among the better-class Indians. The The status of 31 consecutive hypertensive patients treated as outpatients with mecamylamine and followed for over 3 months was examined. A daily record of standing blood pressure showed a significant drop in over 50 per cent. Approximately one third showed normal daily standing blood pressures. In approximately 20 per cent medication had to be discontinued because of distressing side effects. Chronic administration of the drug produced only a slight reduction in renal plasma flow, glomerular filtration rate, and in sodium clearance in about half the patients. In 2 patients in which there was little change in the sitting blood pressure cardiac output was unaltered. In a third instance a reduction in cardiac output occurred concomitant with a pronounced fall in sitting blood pressure. Symptoms of left ventricular failure were relieved. Angina pectoris was made worse in 4 of 5 patients and myocardial infarctions were observed while on treatment, but this may have been coincidental. No influence of therapy on the blood clotting mechanism was seen. It was concluded that this drug offers the best present means of controlling the orthostatic blood pressure in severe hypertensive disease.
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